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A 74-year old woman suffering from increasing dyspnea was admitted to the university clinic hospital.
She had been diagnosed with asthma for a period of ten years prior to admission. Fiberoptic bron-
choscopy revealed a circumscript tumour occluding the left main bronchus immediately above the left
upper lobe. The diagnosis of endobronchial hamartoma was established by forceps biopsies during
ﬁberoptic bronchoscopy.
 2010 Elsevier Ltd. All rights reserved.1. Case report
1.1. History
A 74-year old woman suffering from increasing dyspnea was
admitted to the university clinic hospital. She had been diagnosed
with asthma for a period of ten years prior to admission. The
patient reported a history of ﬂu-like symptoms with dyspnea and
persistent productive cough for the past ﬁve months. Antibiotic
treatment had transiently reduced the complaints which reoc-
curred one month before admission.1.2. Clinical examination
The clinical examination revealed a patient with severe dyspnea
at rest, a generally weakened physical condition as well as
a reduced breathing capacity in the left lung. On admission, the
patient had a severe exertional dyspnea being able to walk only
a few steps. She had no fever, but was coughing and revealed
a yellow sputum. X-ray and computed tomography (CT) disclosed
a total shadowing of the left lung (Fig. 1 and Fig. 2). The lung
function test showed a restrictive total lung capacity (TLV 75%
predicted) with normal FEV1 %VCIN (109% predicted) and no
bronchial response to any inhaled bronchodilatator in association
with respiratory insufﬁciency (PaO2 63,2 mmHg, norm 76,2 þ/
7,6; PaCO2 34,4 mmHg).x: þ49 3641 9324132.
(A. Reißig).
rved.Fiberoptic bronchoscopy revealed a circumscript tumour
occluding the left main bronchus immediately above the left upper
lobe (Fig. 3). Large tumour specimens were obtained by forcepsFig. 1. X-ray of the chest. Chest X-ray of a 74-year old woman suffering from increasing
dyspnea shows a total shadowing of the left lung.
Fig. 2. Computed tomography. Atelectasis of the left lung and a reactive enlargement
of the left lung is observed.
Fig. 3. Fiberoptic bronchoscopy. Fiberoptic bronchoscopy revealed a circumscript
tumour occluding left main bronchus.
Fig. 4. Tumour specimen. Large tumour specimen obtained by forceps biopsies during
ﬁberoptic bronchoscopy.
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(Fig. 4).Fig. 5. A and B: Histology. Histologically, the tumour consisted predominantly of fat
tissue and collagen ﬁbres focally with residual glands. No malignant cells could be
identiﬁed.1.3. Diagnosis: main bronchus obstructing hamartoma
Hamartomas (Fig. 5A and B) represent themost common benign
tumour affecting the lung.1 The majority (about 90%) arise from
connective tissue in peripheral lung parenchyma.2 It is rare that
hamartomas develop from the central airways causing airway
obstruction which requires endobronchial treatment.2 In our
patient, the hamartoma, localized in the left main bronchus,
resulted in central airway obstruction necessitating bronchoscopic
resection.
A variety of endoscopic techniques are available for resecting
endobronchial tumours, although, there is no consensus regarding
the technique of choice.3,4 The technique applied is dependent on
Fig. 6. Fiberoptic bronchoscopy. Fiberoptic control bronchoscopy one month after
endobronchial resection with small residuals which could be removed by biopsy.
Fig. 7. X-ray of the chest. Chest X-ray two month later shows an almost normal
ventilation of the left lung.
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Tumour material can be removed using forceps, during rigid
bronchoscopy or by means of laser and/or surgery. Bronchoscopic
removal maybe undertaken in patients with bronchoscopically
accessible tracheobronchial tumours when one of the following
criteria are met:
1. a benign histology on pre-therapeutic biopsy and
2. a benign morphology indicated by bronchoscopic ﬁndings or
chest CT scans
These criteria were, not fulﬁlled in the case presented, raising
the question as to whether they are at all helpful in all cases. In our
patient, forceps biopsy during ﬁberoptic bronchoscopy was
sufﬁcient to ensure a long term remission. A control bronchoscopy
one month later revealed small residuals of inﬂammatory gran-
ulation tissue and collagen ﬁbres, but no residual hamartoma
(Fig. 6).
In a previous study of 36 patients with endobronchial hamar-
toma, 31 patients presented with new onset of respiratory
symptoms and 12 suffered from hemoptysis, while 26 patients
showed endobronchial obstruction.5 In our patient, endobron-
chial obstruction with increasing dyspnea was an evident
symptom. Although no previous X-ray were available, it is most
likely that the tumour had been responsible for the “asthma-like
symptoms” during the 10 years prior to admission. Lung function
tests during a follow-up showed no restrictive (total lung capacity
93.5% predicted) and no obstructive lung disease and an almost
normal X-ray of the chest (Fig. 7). The patient has been well for
months.
In conclusion, apparent “asthma” and a total shadowof one lung
in a patient may also be caused by an occluding benign tumour.Acknowledgement
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